The appropriate measurement of ethnic disparities/ inequalities in health and disease is crucially important, not just for monitoring but also for choosing priorities for interventions. I would like to add to the debate that Harper et al. (1) and Messer (2) have started, not least to offer a European perspective.
Our modern-day, multiethnic world has set lofty goals of racial equality and-even more importantly, because they are not merely aspirations-ethical and just policies, that is, equity (3) . Our goals, in the United States and Europe alike, are backed by legislation and national policy. These goals are immensely difficult to achieve, and the absence of both clarity in conceptual reasoning and high-quality data are twin obstacles, arguably making the task impossible. The underpinning questions of why we have set these goals, and the consequent health-care actions required, are as important as the technical questions of measurement (3).
Harper et al.'s analysis of 7 methods (1) shows that they lead to contradictory conclusions on whether disparities in lung cancer have narrowed or not. In fact, relative and absolute approaches inevitably contradict each other when the populations have the same proportionate reductions in risk. Having demonstrated that relative and absolute approaches lead to very different priorities for action, I wrote in 1988 that both relative measures and absolute measures were essential, with the latter deserving primacy (4). These ideas were developed with Senior (5), with the conclusion that the usual epidemiologic method of contrasting minority populations with the white/European-origin population, particularly using relative measures, was seriously misleading and ethnocentric. I proposed that in all ethnicity and health research with a policy or health-services intention (as is the case with analysis and reduction of disparities), investigators present their data as shown in Table 1 (6) . This approach was applied to a national health needs assessment, producing the first rounded picture of ethnic variations in health and disease in the United Kingdom (7).
With Donaldson (8), I made the argument that the white population should not be the automatic reference group, as is almost invariably the case in practice-though recent work, including Harper et al.'s (1), has been veering away from this. I have suggested that the group with the lowest disease rate should be the reference group (3). This approach would reduce the stigma associated with tackling conditions for which there is an excess in ethnic minority populations, for it would show where their status was better than that of the majority. Obviously, this recommendation would need to be modified if such a group were small and if the disease rates were imprecise.
I have stressed the dangers of using broadly defined ethnic groups (9) . Major variations are missed, and false conclusions of ''no difference'' are all too common. To take an obvious example-one that is seldom acted upon in the United States-populations of Chinese origin have comparatively low rates of cardiovascular disease, while populations of Indian origin have comparatively high rates (7) . By combining these groups as ''Asian,'' both important findings are usually lost. There are also substantial variations within populations defined as Indian or Chinese (10). Harper et al.'s work (1) is highly advanced from a technical point of view but crude in relation to the ethnic groupings used. Administrative categories, created for nonmedical purposes, should not be permitted to dominate epidemiology, which needs to be guided by causal models, as Messer proposes (2) The next step is to think about how we can intervene to reduce inequalities, and that requires attention to conditions that are major burdens as reflected in absolute measures. Focusing policy on conditions for which there is a relative excess can widen, not narrow, ethnic-group inequalities. Furthermore, equal reductions in absolute terms across ethnic groups will increase inequalities in relative terms, not reduce them. I have illustrated this elsewhere (3), but the basic idea is given in Table 2 .
I welcome these papers, not just for their own merits, but because they open up a relatively neglected area of debate, analysis, and research. We have been sketching out the territory for some 20 years here in the United Kingdom. 
